insurance against accidents from leakage of either air or blood, and gives interesting information of the process of healing in the chest. Usually from 10 to 30 c.c. of blood-stained serum comes away in the first twelve hours, the flow rapidly ceasing thereafter. When it has ceased the catheter is removed, usually in twenty-four to thirty-six hours. Though many of the early cases were treated without this drainage it is considered that there are no objections to it, and certain advantages in its use. It is certainly both more effective and informative than the "water-seal" type of drainage of the chest, in which it is impossible to see the amount and rate of discharge, or indeed whether (as not infrequently happens) there is no suction acting on the pleural cavity at all. This type of suction on a cavity, which consists in using the universally available weight of the atmosphere as a pressure dressing, can be used in any operation in which a potential dead space is produced, and in our experience is a great help to rapid healing.
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(A cinematograph film was shown to illustrate the operation.) My thants are due, first, to Dr. Bonham Carter, whose diagnosis of the presence of a persistent ductus was correct in every case. Secondly to the anesthetists, particularly to Dr. David Aserman, to whose skill in keeping small patients under control with very small amounts of anasthetic the remarkably good post-operative condition of the cases is due. I may say that he shares my own dislike and mistrust of muscle relaxants of the curare type in the young and never uses them on my cases. Finally there is the nursing staff, particularly Sister Crittall, to whose unremitting care the complete absence of post-operative complications has been largely due.
Mr. E. M. Nanson (Bristol) mentioned some ducts which he considered should be divided rather than tied. These were large atypical ducts associated with pulmonary hypertension. Also he thought that suction drainage should not necessarily be adopted. Indeed in many cases any drainage was unnecessary.
Mr. G. Qvist (London) asked if any winged scapulx developed as a result of Mr. Denis Browne's operation.
In reply Mr. Denis Browne said that suction drainage provided the equivalent of a pressure dressing. The amount of fluid coming out appeared to justify suction.
None of his patients had developed winged scapula.
Portal Venography
By ALAN H. HUNT, M.Ch.
IT is not possible to complete the investigation of a case of portal hypertension u1ntil the abdomen has been opened. Then it is necessary to examine the liver, the spleen and its attachments, the nature and extent of the collateral anastomotic channels, and to estimate the portal venous pressure. In doing this it is usually possible to determine the site of the obstruction. Venography, however, is essential to show the extent of the obstruction; the state of the portal venous tree (Fig. 1) ; where the main veins are situated; what sort of varicose transformation has occurred if the obstruction is extra-hepatic; whether or not portal thrombosis is present in addition to cirrhosis; and where the bulk of the portal blood is flowing. It is also of value in testing a previously constructed portalsystemic anastomosis and may also provide evidence for or against the effectiveness of other operative procedures such as gastro-(esophageal resection or gastric transection (Hunt, 1952) .
Our knowledge of the underlying pathological processes is as yet by no means complete. Conclusions based on false premises are apt to be wrong. Often, therefore, more than one operation has to be done in an attempt to stop recurrent hemorrhages or to alleviate ascites. Since we are not as yet. by any means sure of our position, I think that venography should be done in almost every case, so that, if things go wrong, a record of the functional anatomy of the portal vein is made at each operation. In about 4 out of 5 cases, venography is not absolutely necessary, but in the fifth case it is essential. It is never possible to be certain that venography will not be of assistance.
It has been argued that the only way of being sure of the state of the portal or the splenic vein is by dissection. Ultimately this is true, but surgeons who are familiar with this type of surgery know how tedious, finicky and dangerous such dissections can be, especially when the normal anatomy is distorted. A venogram not onlv demonstrates what the main portal venous channels are like, but shows where they are and how they are functioning. Indeed, sometimes venography is required to demonstrate whether there is a reasonable portal venous channel at all. I refer to those patients with extra-hepatic obstruction with cavernoma formation whose spleens have previously been removed.
Section of Surgery It would be of great value if the venogram could be done pre-operatively. It is occasionally possible to demonstrate the portal vein during the course of aortography. I have no experience of this procedure, but Professor Alan Johnstone of Leeds has informed me that he has tried it in several cases with clinical evidence of portal hypertension and in none was he able to get any idea of the point of portal obstruction.
The simplest and quickest method at operation is to select a suitable vein after taking portal pressures, and inject as rapidly as possible 30 c.c. of 70% diodone. A 50 c.c. syringe should be used, and the needle should be as large as can conveniently and safely be inserted into the vein. The exposure should be made at the end of the injection. The whole process takes no more than two or three minutes. The film should be in a cassette tunnel under the patient and placed to cover the area from the level of the nipples to that of the umbilicus. The exposure should be determined by a trial X-ray taken before operation. For children the quantity injected should be reducedl in proportion to their size. No ill-effects have been observed. (Diodone dries out quickly, so the syringe should not be filled until everything is ready for the injection.)
The method is not original or new. It has been advocated by Blakemore and Lord (1945), Learmonth (1947) , Auvert (1951) , and by Santy and Marion (1951) , who reproduce some excellent pictures obtained by their method of injecting the dye into a branch of the splenic vein after ligating the splenic artery.
I am grateful to the staff of the Diagnostic X-ray Department at St. Bartholomew's Hospital for their co-operation.
